A 19-year-old soldier was referred to our Intensive Care Unit (ICU) with a diagnosis of pyrexia of unknown origin in a state of deep coma (GCS 6/15) and shock with severe anaemia at presentation without any evidence of external or internal bleeding. He was subsequently diagnosed as a case of Scrub Typhus with Multi Organ Dysfunction (MODS). Clinical evidence of massive Gastrointestinal (GI) bleeding (melaena and clotted blood per rectum) was found next day. Despite aggressive supportive treatment we lost the patient next morning. We are presenting the case to share our experience for better management of such cases in future along with a point to ponder which probably would give an opportunity to critical care physicians to save such patients.
Introduction
Clinical presentations of scrub typhus are non-specific. About 22.7% of the Scrub Typhus patients have gastro intestinal manifestations and all of the symptomatic patients have one or more endoscopic abnormalities 1 . Though GI manifestations are common, massive bleeding is rare and if appropriate and early multidisciplinary actions are not taken, the patient may end up with fatality.
Case
A 19 year-old soldier was referred from a Military Hospital (MH) with a history of fever for 10 days along with altered sensorium, severe anaemia with coagulopathy. He was shifted to our Intensive Care Unit (ICU) in view of deterioration of consciousness and was shifted with AMBU and mask ventilation with a GCS of E2V1M3. He was intubated immediately and put on Mechanical Ventilator. Two units Packed Red Blood Cells (PRBC) were transfused in MH. CSF analysis, peripheral blood smear for malaria parasite, Paracheck, Widal tests, HBsAg, Anti HCV and Dengu were found to be negative. Patient was on Inj. Artesunate, Inj.Acyclovir and Inj. Ceftriaxone in the MH. The Patient was in shock with blood pressure (BP) not recordable along with metabolic acidosis of 6.9 pH. There were no external signs of bleeding. One 16 G intravenous cannula was placed and USG guided Central venous line inserted. Fluid resuscitation was started with crystalloid along with PRBC. Despite adequate CVP, BP was low along with very low systemic vascular resistance (SVR). Inj. Noradrenaline was started and titrated to MAP of >/= 70mmHg.
Clinically, differential diagnosis of Scrub Typhus or Leptospirosis with MODS including ARDS was made. Empiric Tab. Doxycycline through Ryle's tube was added to Injection Ceftriaxone. Inj. Artesunate continued while Inj. Acyclovir was stopped as viral infection was thought to be unlikely.
Liver function tests revealed enzymes grossly raised (except serum bilirubin). Other positive findings were Hb-4.6gm%, INR 5.66, Potassium 5.9 meq/L, Serum Creatinine 2.1mg/dl, TLC 17,700/ dl (with 75% neutrophils) with no toxic granules or band forms. Platelet count was normal. Chest X-ray revealed homogeneous opacity over all the four quadrants. PaO 2 /FiO 2 found to be <100.
Three units of PRBC, 5 units of Fresh Frozen Plasma (FFP)
were transfused on the first day. Tapering of Vasopressor support was started once becomes hemodynamically stable. Hb improved to 8gm%.
Next morning 2 episodes of melaena (large quantity) were noted but Ryle's tube aspirate showed no blood. Infusion Pantoprazole was started. Hb was falling again (6gm %) and the patient was found to be heading towards haemodynamic collapse . At 9.00 a.m. approximately 3 fist sized clots were noted in stool and Hb came to 4gm% despite ongoing PRBC transfusion. Immediate surgical referral was given and proctoscopy found to be normal. Bedside USG revealed hepatomegaly with minimal ascitic fluid. Bedside Echocardiography revealed poor LV function. Invasive haemodynamic monitoring using EV1000 Vigileo monitor of Edwards Lifesciences revealed low cardiac output (CO), SVR and stroke volume (SV). Inj. Dobutamine was added to the already running Noradrenaline infusion.
Interventional radiology referral was given for CT Angiogram along with request to assess feasibility of embolization of feeding vessels if any. Feasibility of exploratory laparotomy was also discussed with surgical team. They were reluctant to explore surgically in view of patient's condition and wanted CT angiogram report before proceeding. Despite all these steps, the patient's condition continued to deteriorate. Two more units of PRBC transfused immediately and demand for more units of blood components sent but patient went to cardiac arrest (possibly because of continued GI bleeding) and we lost him.
Discussion
Scrub Typhus leads to the destruction of endothelial cells and perivascular inflammation causing focal or disseminated vasculitis. 2 Systemic vasculitis of GI tract leads to GI symptoms and bleeding. Though GI symptoms occur in approximately 22.7% patients of Scrub Typhus, 1 clinical GI Bleeding incidence is relatively uncommon ranging from 1.9% to 3.4%. 1, 3 Scrub Typhus is prevalent in India and currently there appears to be a resurgence. 4 Though most of the infections are mild, about 13.8 % cases land up with at least one complication. 3 Diagnosis of scrub typhus is not always easy. Eschar and lymphadenopathy though regarded as pathognomonic are found in only 4% to 13.3% of Indian patients. 5, 6 Symptoms are very vague and suggest a wide range of differential diagnosis. Serological tests, though relatively cheap, are not widely available. Moreover, all currently available serological tests for scrub typhus have limitations. 7 On the other hand, even newer strains of orientia tsutsugamushi are being reported. 8, 9 All these factors lead to delayed diagnosis and it remains as undifferentiated fever if not suspected and investigated early in the course of disease. Delayed diagnosis by even 2 days leads to increased complications. 3 Acute GI bleeding in scrub typhus can be life threatening and may even require surgery. 10 In our case, site of the GI bleeding was not pin pointed and confirmation was awaited. Surgery is also risky in the face of severe coagulopathy and probably because of this; our surgical team was hesitant to proceed with exploratory laparotomy. Considering these points, therefore, interventional radiology would have given an advantage of early diagnosis and localization as well as therapeutic embolization. Unfortunately before we could proceed for the same we lost the patient.
Conclusion
Scrub typhus should be ruled out in all suspected tropical fever cases since; delaying treatment leads to various complications leading to death. Acute GI Bleeding should be suspected in refractory and clinically disproportionate anaemia and must be regarded as emergency. Multi disciplinary approach including interventional radiology should be sought at the earliest as a probable life saving procedure.
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